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Background
The World Health Organization’s Framework Conven-
tion on Tobacco Control (FCTC), enforced on February
27, 2005 was the first global public health treaty [1]. This
treaty emerged after years of effort to spearhead an
international approach to tobacco regulation that would
slow the rapid growth of tobacco use. The treaty stipu-
lated requirements for signatories to govern the produc-
tion, sale, distribution, advertisement, and taxation of
tobacco to reduce its impact on public health. Although
the FCTC has been popular, with 180 countries cur-
rently ratifying the treaty [2], little is known about how
low- and middle-income countries responded to the
FCTC to modify their tobacco policies and what other
contextual issues influenced the timeliness of countries’
responses [3].

The FCTC solidified tobacco use as a public health
epidemic [1,



framework of policy analysis [17] was used to guide
ANPPA. The framework acknowledges the non-linearity
of the policy process as well as the incremental nature of
policy-making. Walt and Gilson’s framework focuses on
four factors: policy (a) content, (b) actors, (c) processes,
and (d) context [17].

This paper reports only on data collected on tobacco.
Each country, therefore, becomes a case with its own
unique approach to ratifying the FCTC and establishing
policies to support tobacco control. For each case, we
apply the same methods to identify differences in each
country’s processes. Each case includes two primary
sources of data: (1) a review of documents related to the
policy formulation process and (2) key informant inter-
views with informants who either participated or should
have participated in the policy process.

The ANPPA study was coordinated by the African
Population and Health Research Center (APHRC). See
Juma et al. [15] for more information on the application
process and study teams.

Document reviews
Teams conducted document reviews to describe the pol-
icy context and content, identify existing policies for
their consistency with WHO “best buy” interventions,
and understand the policy development processes and
implementation status. Policy documents included were
those that focused on NCD prevention (including acts
and laws, strategic plans, guidelines, and government di-
rectives), reviews and case studies of multi-sectoral ac-
tion (MSA) in successful policy formulation and
implementation at a national level. Examples of policy
documents included are: ministry website materials such
as policy documents, strategic plans, program plans,
guidelines, protocols; parliamentary records, or debates;
local print media for references to policy changes, often
as part of speeches by government officials; meeting mi-



Cameroon



recommendations, which was revised in 2012 and submit-
ted to the Presidency of the Republic for issuance to the
Parliament. It remains under consideration at the time of
this writing.

Factors shaping policy ratification
Cameroonian government still grants large subsidies to
Cameroon’s tobacco farmers, and tobacco is a primary
crop. Although the formulation of tobacco control pol-
icies was driven by epidemiological data on tobacco use,
with an emphasis on the problem of smoking and delin-
quency among youths and in school settings, a strong
health sector was met with low visibility by civil society
organizations and a lack of political will by other govern-
ment sectors to implement a unified national policy.

Key players
The major actors involved in formulating and imple-
menting tobacco use prevention policies were ministerial
departments of Health, Trade, Education, Communica-
tion, and Finance. Although one NGO, LUTOMA (As-
sociation for the Fight against Drug Addiction and
Mental Illness) provided data on the adverse effects of
smoking/delinquency among youths in secondary school
settings, we observed a low visibility of civil society orga-
nizations, NGOs and academics. Industry was generally
not engaged in formulating tobacco control policies, but
rather in the raising of tobacco taxes. Where necessary,
the implementation process was discussed with industry,
specifically for the policy on health information and
warning on tobacco packages.

Quality of the policy
Cameroon’s process led to the formulation of 12 tobacco
control policies which incorporated all the tobacco use
prevention “best buy” interventions: tax increases on to-
bacco products, smoke-free indoor workplaces and pub-
lic places, bans on tobacco advertising, promotion and
sponsorship, and health information and warnings. Cam-
eroon’s response to the FCTC call for action on tobacco
control has been positive and addresses some “best
buys,”





National Action Plan for Prevention and Management of
Non Communicable Diseases in Malawi (2012–2016)
[35]; and the Tobacco Industries Bill of 2012 [36]. Apart
from the overarching NCD prevention-related policy
documents [37, 38], Malawi has no specific tobacco con-
trol policies that recognize tobacco as an underlying
cause of NCDs or which call for tobacco control regula-
tion as a way to improve public health. The Tobacco Act
(1970) (Last Amended in 1990) and the Tobacco Indus-
tries Bill (2012) only regulate tobacco production and
sales through enhancement of agricultural practices for
tobacco production and through licensing of tobacco
growers, transporters, sellers, and buyers [39, 40].

Factors shaping policy ratification
The Malawi economy is highly reliant on tobacco, which
is considered a “strategic crop” [34]. There are several bar-
riers to the ratification of the FCTC. Tobacco farmers and
industry officials oppose tobacco control. Participants in-
dicated that there is a perception by the government that
ratifying parts of the FCTC to improve health (e.g., limit-
ing exposure to tobacco smoke) will compel them to im-
plement all aspects of the FCTC, including Articles 17
and 18, which discourage support for tobacco farming,
and that this will reduce tobacco production and nega-
tively impact the national economy. Further, Malawi’s low
prevalence of smoking and high tobacco exports led some



various forms, and made it illegal to sell cigarettes with-
out health warnings on the pack.

Factors shaping policy ratification
South Africa was on the forefront of African countries
to implement strict tobacco control policies. The ANC’s
rise to power and its recognition of tobacco as a racial
equity issue were a strong counterforce to tobacco in-
dustry efforts to reduce control policies.

Key players
The ANC produced substantial pressure to improve to-
bacco control policies, as a matter of racial equity. Con-
sistent tobacco industry opposition resulted in a weaker
version of the Tobacco Products Control Act in 1993,
with multiple amendments to attempt to strengthen it in
1999, 2003, 2007, and 2008 [41].

Quality of the policy
So far, South Africa has put in place the legislative frame-



(Cameroon, Malawi), (b) leadership demonstrated connec-
tions or interests in tobacco industries that reduced polit-
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